･ suction decompression Blood was then gently aspirated through a catheter introduced into the cervical ICA, resulting in the collapse of the aneurysm. The aneurysm dome was detached from the perforators and surrounding structures during blood flow interruption, which could be maintained for up to 5 min. This procedure was repeated until the dissection and clipping of the aneurysm were completed. Control angiography was usually performed to confirm complete clipping of the aneurysm and the restoration of blood flow in the intracranial ICA.
were fully dissected and exposed simultaneously through a craniotomy. Just before the aneurysm dissection, the CCA was punctured with a 20-gauge indwelling needle on the side of the ICA and connected to a pressurized bag filled with heparinized saline solution (5000 U heparin/500 mL saline), which was continuously microinjected. The aneurysm was trapped by clamping the CCA and the ECA followed by temporary clipping of the intracranial ICA distal to the aneurysm neck. Blood was then gently aspirated through a catheter introduced into the cervical ICA, by another surgeon working synchronously with the operator with the aid of a TV monitor, resulting in the shrinkage of the aneurysm dome and allowing complete dissection and clipping of the aneurysm. Frontotemporal craniotomy followed by extradural anterior clinoidectomy exposed the optic nerve (E), intracranial ICA (F), and aneurysm tightly attached to the optic nerve. The aneurysm was detached from the optic nerve with suction decompression (G), and clipped after the shrinkage of the aneurysm dome (H). Intraoperative digital subtraction angiography confirmed complete clipping and the preservation of blood flow in the parent artery (I). Postoperative CT showed no remarkable abnormality (J). Postoperative examination revealed unchanged visual field deficit (K). The postoperative course was uneventful. A 65-year-old female patient was suspected to harbor a large left posterior communicating artery (P-comA) bifurcation aneurysm 8 years previously (A). Recent three-dimensional computed tomography (CT) angiography (3D-CTA) revealed an unruptured left P-comA bifurcation aneurysm that progressively enlarged to a size of 18 mm, with a newly developed bleb (B, C). Cerebral angiography during the Matas test confirmed no contralateral cross flow through the anterior communicating artery (ACA). Frontotemporal craniotomy exposed the middle cerebral artery (MCA), ACA, optic nerve, intracranial internal carotid artery (ICA), and the aneurysm. The aneurysm was tightly attached to the tentorial membrane and temporal lobe; thus, the P-comA bifurcation and the perforators could not be confirmed (D). The aneurysm was detached from the perforators with suction decompression, and clipped after the shrinkage of the aneurysm dome (E). Intraoperative indocyanine green angiography and postoperative 3D-CTA (G) confirmed complete clipping of the aneurysm and the preservation of the parent artery and perforators. Postoperative CT showed no remarkable abnormality (F). The postoperative course was uneventful.Postoperative course was uneventful. 
